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(2) In adolescents, from about 12 to 16, the usual form is the slipped or separated epiphysis.
(3) The characteristic injury in children under 13 is a fracture at the base of the neck at its junction with the shaft, without, or with only angular, aisplacement, in adduction. He suggests the name of "hinge fracture" for this type, as the periosteum under the neck acts as a hinge. The line of fracture may be gaped open at the top, either by the original injury, or by walking on the injured limb, and is one of the causes of coxa vara. He cites seven cases of this type of fracture, four in boys and three in girls. One of his illustrations is very like the skiagrams here reproduced, and it is to this group that the present case belongs. (2) Tendonitis.-Characterized by painful movements through a small arc in the middle of the normal range. Curable in the hyperacute patient by operation, in the acute by rest in partial abduction with the assistance of time.
(3) Osteo-arthritis of the Shoulder-joint.-Characterized by painful extremnes of movement. Incurable but capable of alleviation by physiotherapy.
(4) Subacute Arthritis of the Shoutder-joint.-Ch4racterized by muscle spasm at the commencement of movement. To be treated by rest on an abduction splint, and the eradication of septic foci.
THE subject for discussion has an ill-defined title, but I do not think anyone will have difficulty in defining, for himself the limits of the problem which it is intended to probe and explore. The term "painful shoulder" conjures up the vision of a clinical syndrome which is more or less constant, about the pathology of which some of us have but hazy notions, and the treatment of which is often empirical. I suggest that we exclude from our discussion referred pain at the tip of the shoulder. This so-called "shoulder tip" pain has few mysteries. The pain is accurately localized to the tip of the shoulder and felt in the distribution of the descending cutaneous branches of the third and fourth cervical nerves. The pain does not extend down the arm for more than an inch or so, and is accompanied by hyperassthesia. It may occur whenever the phrenic nerve is irritated anywhere in its course; it is thus common in gall-stones, diaphragmatic pleurisy, subphrenic abscess, etc. Often the pain is increased during deep inspiration. The pain appears spontaneously and the shoulder-joint on examination is normal.
We shall deal with the painful shoulder proper. The symptom is pain, usually felt a few inches above the insertion of the deltoid and often continued down the outer side of the arm as far as the hand.. The patient diagnoses the complaint as a neuritis; although it is, of course, a neuralgia and not a neuritis from which he is suffering. There is little or no muscle wasting, no reaction of degeneration, no alteration in sensation or in the reflexes, and the main nerve trunks of the arm are not tender on palpation. Movements at the shoulder-joint increase the pain and the weight of the arm dragging on the shoulder causes a constant ache in the limb.
But in spite of a general similarity in the symptoms in every patient, it is possible, I think, to separate and identify different types. I have tried in vain to find a good classification among the literature, and so I propose for the purposes of this discussion to disentangle certain well defined groups from the medley. Type 1. Adhesions around the Capsule.-This type frequently follows trauma, although the damage to the shoulder may be incidental. Following a fall on the outstretched hand, the traumatic force passes up the arm-causing, perhaps, a Colles' fracture or a fractured neck of the bumerus or a fractured clavicle, and in its travels the shoulder-joint is sprained. The hwemorrhage which takes place around the capsule organizes into fibrous tissue and this contracts into scar tissue, so that when the shoulder-joint is moved the scar tissue pulls on the healthy surrounding structures, stimulates the nerve endings, and pain is felt. Clinically the patient gives a history of trauma, often followed by a period during which the shoulder has been kept immobile in a sling. He complains of stiffness of the shoulder and pain on movement. On examination some or all movements are limited, particularly rotation and abduction, but only in the outer half of their range. This is the important fact. The inner half of the range is painless and free of muscle spasm;muscle spasm does not occur until the movements are checked by the painful adhesions.
Treatment.-I firmly believe that this type of painful shoulder is preventible and, when it occurs, curable. If, following an injury such as a fall on the hand, the shoulder-joint is kept mobile from the commencement, irrespective of whether or no it appears to have been damaged, painful adhesions will not occur, because the fibrous tissue resulting from the haomorrnage will be kept stretched during the time it is contracting down into scar tissue. Once the adhesions have formed they can be broken down by mobilization of the shoulder under anesthesia. I prefer to mobilize repeatedly, in stages, not doing too much at a time, and under nitrous oxide anesthesia so that the patient can begin active movements immediately without waiting twenty-four hours to recover from his antesthetic. If the manipulation has been too forcible a period of rest will be required to recover from the trauma of the manipulation, and it is essential that the patient should follow the manipulation by active exercises so as to keep stretched the new fibrous tissue which is bound to form as a result of the breaking down of the adhesions. I suggest that physiotherapy for this type of patient without previous manipulation under anesthesia is valueless.
The patient after years of discomfort and disability and after the expenditure of much time and money on massage, heat and electricity, can be quickly cured by mobilization under anesthesia. Type 2. Tendonitis.-I apologize for the title. Whitman writes that Duplay [1] in 1872 first described a type of painful shoulder, under the name scapulo-humeral periarthritis, induced by injury and dependent on an inflammation of the subdeltoid bursa.
The symptoms of this type of painful shoulder were accurately described by Codman [2] in 1906, under the title of "subdeltoid bursitis." I have purposely refrained from using that polemic title because I do not think it consistent with the pathology. Many surgeons deny the existence of subdeltoid bursitis, but few will deny that the syndrome described under that name exists as a clinical entity.
Often after unusual exertion-starting up a motor car with the starting handleoften apparently spontaneous, severe pain is complained of over the outer side of the lower half of the deltoid, sometimes also round the external epicondyle of the elbow and down the hand. The pain varies in intensity and may be as severe as that of biliary colic; it is worse at night and the patient cannot lie on the affected side.
On examination there is a localized tender spot over the head of the humerus just below the acromion, over,-in fact, the greater tuberosity of the humerus. As Dawbarn pointed out (and it is often called Dawbarn's sign) this spot of tenderness disappears when the shoulder is abducted, presumably because the greater tuberosity disappears under the cover of the acromion. There is no increased warmth or swelling of the shoulder-joint. Mlotion at the joint is full but through a small arc movement is painful; this is the characteristic pathognomonic sign. The painful arc of movement is from about 750 to 90°o f abduction with the shoulder slightly forward of the plane of the body and slightly internally rotated. The patient can abduct the arm to 750 painlessly, then follows 200 of painful movement after which the arm can be stretched up above the head to its full extent without giving rise to any more pain. Pain is felt through this same arc of movement when the arm is lowered to the side. Some patients learn to dodge the painful arc of movement by rotating in or out the arm just before the painful stage and rotating back again when the painful arc is passed.
The symptoms and disability to the patient vary enormously. In its commonest form the condition is a mere nuisance; the patient forgets all about his complaint until he moves his shoulder through the painful arc of movement, sudden severe pain is felt and the patient breaks off from what he is attempting to do, and is apt to drop anything he is holding. Providing the patient's occupation does not necessitate him moving the shoulder through the painful arc the condition does not greatly inconvenience him. But often the predisposing or exciting factor is over use of the arm, and if this is caused by the patient's occupation he is rendered unfit for work. Providing the patient avoids the movements giving rise to the pain the condition gradually quietens down in a few days or weeks of its own accord, only to recur again a few weeks or months later on undue exertion of the shoulder.
Occasionally the attack is severe, and the patient may suffer the most intense agony suggesting to the doctor that there must be a fracture. The severity of the symptoms following an apparently trivial cause is remarkable. Sometimes morphia in large doses is needed to give relief. In these hyperacute cases the patient will not tolerate any movement of the shoulder, and the arm is hugged to the side wall of the chest.
Curiously enough, the muscles of the shoulder do not go into protective spasm and prevent movement at the joint, as occurs for example with an arthritis of the joint. This is readily understood if one accepts the view of the pathogenesis to be referred to later.
I submit that this condition forms a clinical entity. What is its explanation? Duplay and Codman considered it due to ail inflammation of the subdeltoid bursa; this is a large bursa which lies between the capsule of the joint on the one side and the acromion process and the deltoid muscle on the other side. Many authors-Painter L3] the first-have called attention to the presence of calcareous deposits shown by radiograms around the joint in-patients suffering from this complaint. He assumed that these calcareous deposits were in the wall of the bursa, and it is interesting to recall that it was Codman who first showed this to be fallacious; watching Painter operate, he pointed out to him that the deposits were beneath the floor of the bursa. This truth is now generally accepted. The calcareous deposits are beneath the bursa, the floor of which has to be divided before they can be reached. They are situated, in fact, in the tendon of the supraspinatus muscle at its insertion into the greater tuberosity of the humerus.
The calcareous deposits vary in consistency from soapy cheese to stony hardness and are composed of calcium phosphate and carbonate. They are not always visible in the radiograms when symptoms are present, and when visible they are not always associated with symptoms. Stereoscopic views should be taken to reveal them, as they may be hidden by the shadow of the head of the humerus. In my experience they are only seen infrequently; roughness of the greater tuberosity on the other hand is common. I hope we shall hear the opinions of radiographers on this point. The deposits undergo spontaneous disappearance with or without treatment.
Regarding pathogenesis, Moschowitz [4] , after microscopical examination of tissue removed from Bickner's patients, concluded that the lesion was a tendonitis. Cultures of the bursa and the tissues deep to the bursa were sterile. He believed that, following trauma, small areas of tendon necrosed and underwent calcareous degeneration. The trauma might be due to excessive tension on the tendon caused 22 by the vigorous contraction of the muscle, or to the pinching of the insertion of the tendon between the head of the humerus and the acromion. I incline to the latter view. It seems plausible to imagine that the painful arc of movement is due to the head of the humerus impinging on the beak of the acromion process. If this view is correct, the term subdeltoid bursitis is a misnomer; in fact, if there was a 'bursitis there would be a cushion of fluid interposed between the head of the humerus and the acromion, and the impact would be avoided, and symptoms would be absent. I suggest that there is no bursitis, and that if there was, the symptoms associated with this type of painful shoulder would not exist. Moreover, some explanation has to be found for the fact that movement is only painful over a small arc, which, to my mind, is suggestive of a temporary impinging of painful surfaces. It is easy to understand, also, why protective muscle spasm is absent; contraction of the muscle would only pull the painful greater tuberosity towards the acromion, and cause an increase of pain.
I do not believe that sepsis is an important factor in the aetiology. Treatment.-Every conceivable form of treatment has been tried and every method has its advocates. The fact that must not be forgotten is that the symptoms disappear in time, with-or without treatment; hence any prolonged form of treatment will result in cure.
In the subacute ordinary type it is sufficient to avoid making those movements which give rise to pain. The tender inflamed area, freed from repeated trauma, will return to normal and become painless; and the patient will lose his symptoms.
In the hyperacute type treatment is a problem. Many surgeons favour immediate operation, and it is stated that this method of treatment never fails. In 1924, Carnett [5], professor of surgery in Philadelphia General Hospital, reported having operated on nineteen patients. He split the deltoid and incised the thin wall of the subdeltoid bursa, the walls of which were rarely abnormal; he then cut through the floor of the bursa over the calcareous deposits, which could be felt or seen as a greyish patch, on to the insertion of the supraspinatus tendon. The major portion of the calcareous deposit could be lifted out with a blunt spoon, leaving a small cavity. The walls of the cavity were trimmed and obliterated with sutures. Usually he did not sew up either the floor or the roof of the subdeltoid bursa. Following the operation he rested the arm in moderate abduction on a pillow and slung the wrist to the neck with a bandage. Active movements were encouraged from the first and in ten days full abduction was regained. I have quoted Carnett fully because I have no personal experience of operating on these shoulders.
Carnett declared that in the acute cases there was immediate relief from pain and freedom from recurrence; and in the chronic cases the acute exacerbation subsided leaving the old persistent discomfort. Carnett also reported twenty-five cases which were not submitted to operation. These patients had several acute exacerbations, but their symptoms tended to diminish in severity with time. After reading Carnett's article one is left with the impression that operation is a certain cure, but in the majority of instances is unnecessary.
However, in the hyperacute type I suggest that operation is indicated. The only alternative is complete fixation of the shoulder in mild abduction, or perhaps hyperabduction,-certainly not at right angles to the body, because that is the most painful position. This fixation is difficult to obtain except with a plaster cast; the ordinary abduction splint does not maintain sufficient immobility of the joint to render the patient comfortable. So intense is the pain that an anesthetic is necessary to apply any form of splint to the shoulder-joint, and my view is-doubtless it will be modified as a result of this evening's discussion-that if the symptoms are severe enough to require an8esthesia for the application of a splint, the correct line of treatment is operation. My recollection of the only two patients I have seen with hyperacute symptoms is vivid. These patients were in agony.
It is difficult to explain why removal by operation of the calcareous deposits relieves symptoms.
As soon as the acute symptoms subside, active exercises and heat, applied as radiant heat, hot fomentations, or diathermy, are beneficial. It sometimes happens that, following a severe attack, the shoulder-joint has been immobilized for a while, and in consequence has become short of its full range of movement. In these circumstances mobilization of the joint under antnsthesia is advisable. But I do not believe manipulative surgery is of value in the ordinary type of tendonitis, in which, although full range is possible, movement through a small intermediate portion of that range is painful.
Type 3. Osteo-arthritis of the Shoulder.-The symptoms of this type of painful shoulder may develop insidiously but frequently follow over-use of the joint; trauma is rarely a precursor. The patient complains of a dull ache in the arm and stiffness in the shoulder and pain on moving the joint. On examination there is a diffuse slight tenderness over the joint line, the muscles are slightly wasted, and movement in every direction is less full than on the sound side and painful at its extremes. This type differs f.rom the first type in that the symptoms do not directly date from trauma, and there is not the painful check to movements. Movement is restricted, but only in the last few degrees. For instance, the patient may be able to put his hands on the back of his head, but the elbow on the affected side will be more forward than on the sound side, and pressure on the elbow to force it backwards is painful and resisted.
The radiogram reveals no abnormality except perhaps areas of rarefaction indefinitely suggestive of cavity formation in the head of the humerus. These apparent cavities are common in the bone-ends of other joints suffering from osteoarthritis. Lipping is but rarely seen.
I assume the pathogenesis and treatment are the same as for osteo-arthritis elsewhere. Those who believe in a toxic theory will search for and eradicate foci of infection and, in my humble opinion, not do a single jot of good to their patient's shoulder. Even if one is ignorant of the pathogenesis it is pleasant to delude oneself with an explanation, and I assume that for some unknown reason the capsule of the joint loses its elasticity and undergoes slight sclerosis, and consequently when it is stretched it causes pain. Any treatment directed to improving the power of the musculature and the nutrition of the joint will be beneficial. Over-use of the joint must be avoided.
Physiotherapy is valuable; I pin my faith to two lines of treatment-heat in any form, and graduated faradism to the shoulder muscles, particularly the abductors. Some patients prefer ionization. Manipulative surgery has no success.
Type 4. Subacute Arthritis of the Shoulder.-This type may develop insidiously, or may follow trauma or over-use of the arm. The symptoms are pain whenever the joint is moved actively or passively. Providing the patient keeps the joint at rest there is but little discomfort. When attempts are made to move the shoulder-joint the muscles go into spasm and the humerus and scapula move as one. Rotation is naturally more painful than abduction, because the scapula cannot so easily follow rotatory movements of the humerus as it can pure abduction. Muscle wasting is more obvious than in the other types of painful shoulder. Radiograms reveal bone atrophy. This type of painful shoulder is infective, and the signs are those of an arthritis. Many of these patients, in contradistinction to the osteo-arthritic patients, are benefited by the removal of septic foci. Local treatment consists in rest to the joint, preferably on an abduction splint, which should be retained until muscle spasm disappears and the patient regains the power of elevating the arm from the splint. Active movements and faradism to the muscles are encouraged as soon as the patient will tolerate them. 
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Mr. Alan H. Todd said that in 1919 he investigated the results of the treatment of dislocated shoulders'; he found that all the young patients soon recovered normal function, and it made no difference whether they were bandaged, or had massage, after reduction or not; but in persons aged 40 or over there was an important difference. When these persons had their arms bound to their sides, after reduction, the ensuing disability lasted just twice as long as it did when they were treated by an abduction-splint. A far more serious difference (because it was permanent) was that scarcely anyone who had had the arm bandaged down ever recovered the ability to raise it above the horizontal level again Of 24 patients, all but one aged over 50, not one was fit for work after 22 weeks' treatment, and only one could lift his arm above shoulder-level; while at least six were permanently unfitted for any kind of manual labour. This disability meant a grave diminution of earning capacity to many men, and loss of occupation to some. It was the result not of the injury, but of wrong treatmnent; the profession was not curing disability, but actually producing it. When the arm was not tied down, the limitation did not ensue. Yet this method was advised in every standard English text-book, and was universally taught and practised. Surgeons should scrutinize their results more closely, and they would then be convinced that abduction was the proper method. There was no risk of recurrence of dislocation with this method; no single case had occurred in his series and there was no reason why it should; abduction brought the edges of the torn inferior part of the capsule, into apposition, and rendered tense the muscles that mainly supported the shoulder-joint ; it also prevented the lax, redundant folds of the under part of the synovial membrane becoming bunched together into an adherent mass. He was not arguing on any theoretical grounds in favour of the abduction-method of treating shoulder-injuries; it was a fact, which anyone could verify, that this method gave far better results, in far less time, than the stereotyped methods. Not only dislocations, but also all serious injuries about the shoulder, should be treated in abduction, preferably on a splint which took its bearing on the iliac crest, this being the natural way of supporting the weight of the arm.
One reason why the results were bad was that these cases were left to inexperienced juniors, or even to inadequately-supervised masseuses; another reason was that they were not admitted to hospital; general hospitals could not admit them, it was true, but the infirmaries could, and if proper abduction-treatment were there given, the present shocking financial losses incurred in these cases would cease. The ideal was hyper-abduction, in bed; the next-best course was out-patient treatment on an abduction-splint.
It was important to appreciate that the abduction-method was indicated, not only in dislocations, but also in most other injuries of the shoulder. A simple fall on the shoulder, in an elderly or even a middle-aged man, was always a serious injury; every such case should be treated by abduction, or there would be grave likelihood of permanent impairment of function. The curious fact emerged, from a recent study of private cases, that the worst examples of limitation of movement were often the result of comparatively mild injuries; a fall of only 6-8 ft. was a frequent cause of inability to lift the arm above shoulder-level. A slight fall seemed to involve a greater danger than a fall of 30 'ft. or so, perhaps because, being regarded as a minor accident, it was treated less assiduously. The practice of tying the arm down, or leaving it lying in a sling, had only one thing to recommend it, namely, that it was the easiest way of giving rest; but for elderly persons it was always a dangerous method.
It was a mistake to regard even a coarse grating at the shoulder as necessarily indicating osteo-arthritis. Osteo-arthritis was the commonest cause of such grating, but traumatic inflammatoryinfiltration of the deltoid muscle might produce the same sign. Usually this grating was felt about one inch external to the origin of the muscle, and probably it was interfascicular; the importance of recognizing this fact was that such grating often disappeared completely within a few months of the injury, leaving no disability; if it were regarded as necessarily indicating osteoarthritis, a wholly wrong prognosis might be given.
Osteo-arthritis in the shoulder, following injury, seemed to show a greater tendency to become progressive than it did in any other joint; also, -statistics showed that it was very liable to occur after comparatively mild falls upon the point of the shoulder; the more severe falls produced otber injuries, but did not often originate osteo-arthritis, though they might aggravate it, if it already existed.
Dr. Alex. Mercer (introduced by Mr. ALAN TODD), said: As surgeon to a large insurance corporation specializing in workmen's compensation cases, Ihave during the past twenty years examined 844 cases of stiff shoulders, definitely the result of contusions and strains. This does not include stiffness due to gross lesions such as fractures, dislocations and nerve injuries, or cases in which definite arthritic changes were present. Nor does it include cases that recovered within one month of the accident.
The cases were sent to me at intervals of one month until eitber recovered or settled on a permanent disability basis.
Out of the 844 cases, only 98 patients (less than 12 per cent.) recovered for full work within three months of the accident; 272 (less than 31 per cent.) recovered for light work within three months; 379, or about 45 per cent., ended in partial permanent incapacity; and 95, or about 11 per cent., ended in total permanent incapacity. Thus over half ended in permanent incapacity, that is, broadly speaking, were unable to raise their arms above shoulder level.
Practically all cases were treated at general hospitals, treatment taking the form of movements, graduated or forcible, under an anesthetic, massage, electricity, and radiant heat in varying proportions.
As my figures show, the result of such treatment was disappointing. In many cases it appeared to be futile and even retrograde. Much of course depends upon the patient's response to treatment of this kind, but even so one would expect better results. The voluntary and involuntary resistance of the patient is greatest just after the accident, and it is then that drastic measures are likely to succeed and not later when adhesions form a real mechanical obstacle, often of an intractable nature.
Too often the feelings of a patient are considered and the treatment is started too casually, or too carefully. The amount of stiffness that sometimes results from a comparatively slight injury is surprising; this is mainly due to overmuch rest treatment. Usually mild exercises of short duration are instituted with long periods of rest, i.e., with the arm lying dependent or resting on a sling. I suggest that when a case is seen early and definitely diagnosed as a contusion or strain, the treatment should be begun by fixing the arm in as abducted a position as possible. If necessary, an anesthetic should be given. The abduction should be at the shoulder-joint independently of scapular movement. After a variable period, depending on the amount of pain, gentle movements should be initiated, after which the arm should again be fixed in the abducted position. Even where adhesions are forming or have formed, as elevated a position as possible should be aimed at. The position is not very comfortable and may not be liked by the patient, but this is a detail compared with the discomforts he would experience later from the treatment of contracted adhesions. It is important that external rotation should be combined with the abduction. Movements are more likely to succeed with the patient in the recumbent position, i.e., the fixing of the arm should be against the force of gravity, and the movements should be mainly in the direction of that force.
Mr. John Robert Lee said: In this discussion it is well to have in mind the anatomy of the shoulder-join't. It is a joint which is muscularly strong and freely movable. Some of the muscles in close relation to it are tendinous, and the deltoid has intramuscular septa. In these tissues the nerves terminate by endorgans and there is a comparatively poor blood supply. There is a large cul-de-sac of the capsule at its inferior surface. When the arm is at the side this sac is folded with its surfaces in apposition, but when the arm is abducted and partly elevated, the capsule is tense. I agree with Mr. Todd's method of treatment of dislocation, and since 1919 I have adopted treatment with an abduction splint combined with early massage and movements in all cases. Much better results are obtained because dense adhesions are not formed in and around the capsule, and it is easy for patients to move the joint with the aid of gravity instead of having to overcome marked adhesions in the capsule, and to move the limb against gravity.
It should be the rule in hospitals that all patients are seen regularly by the surgeon in charge. Unfortunately many, especially workmen, are lost sight of for weeks in the massage and electrical departments, and develop "neurasthenic" symptoms-pain, stiffness and impaired movements persist. In many cases suitable work is the best treatment.
Some apparently not severe cases of trauma of the shoulder may have bony damage. A patient slipped and fell on his shoulder; there was swelling and subcutaneous heamorrhage. An X-ray revealed small areas of "crushed" fracture of the great tuberosity. In another patient swelling of the deltoid persisted for months after the injury. These patients complained of pain in the shoulder, with limitation of movements similar to those described to Mr. Perkins. Many cases of painful shoulder are due to fibrosis affecting tendons, tendon sheaths and intramuscular septa. Histological examination of tissue removed from the latter case above referred to showed the formation of fibrous tissue, in which were giant cells. Two other patients gave a history of aching in the shoulder-joint previous to a comparatively trivial injury. X-rays revealed in one case a spontaneous fracture, with a myeloma at the head of the humerus, and in the other hydatid disease involving the upper end of that bone.
Mr. Whitchurch Howell said he recalled the case of a man who had been unable to sleep resting on the left shoulder owing to severe pain in it. The position most comfortable to him was with the arm abducted and externally rotated. A skiagram showed calcareous plaques, nodular, not facetted, elliptical in distribution, lying on the-floor of the subdeltoid bursa or immediately beneath it. Their presence was proved by operation, and a complete cure resulted. Microscopical sections showed a calcareous deposit and no sign of tubercle.
With regard to pain in other regions of the shoulder-joint, that in the region of the tendon of the biceps in the bicipital groove was fairly common, and was sometimes associated with subdeltoid bursitis, probably because of the closeness of this tendon to the supraspinatus tendon. Manipulation generally cured this, the manoeuvre being that of complete abduction and hyperextension of the shoulder, together with extension and supination at the elbow.
Rest often cured minor pains and injuries of the shoulder-joint. But not always; for example, there was sometimes pain after a Colles fracture: in one variety this occurred twenty-four to thirty-six hours after the injury, and was due to bruising of the glenoid cartilage; in the other the pain appeared about three weeks afterwards, and was due to adhesions, the result of immobilization of the joint.
Manipulation cured certain cases. In his opinion, nitrous oxide anaesthesia did not secure sufficient muscular relaxation, and a general antnsthetic was essential. Even a dislocation of the shoulder-joint might not be reduced except under general ana3sthesia.
In progressive arthritis of the shoulder-joint the problem was even greater.
With increasing pain and stiffness should one perform an arthrodesis or an arthroplasty ?
Mr. McCrae Aitken said that the President and himself had 'served their apprenticeship in a seaport, where they saw sailors who, when rounding Cape Horn, had received injuries to the shoulder, and had been lying in their bunks ever since, and doing no work. Hence, when seen in this country, they had a "stiff shoulder."
And that matter-the shoulder stiff from disuse-had been raised in to-night's discussion; it was not the painful shoulder to which Mr. Perkins alluded. All orthopaedic surgeons had been puzzled by shoulder cases, and be (the speaker) thought it would be valuable to return to the subject in about three years' time, when, perhaps, the sub-division now submitted would not be considered adequate. He did not know the meaning of "osteo-arthritis" or the exact meaning of "subacute arthritis." In studying out-of-the-way painful shoulders which he saw, it was strange how often there was only one movement, or only one section of a movement, which was painful. Just as a bricklayer who ceased work for a time and then resumed, contracted inflammation in those tendons of the thumb used for the bricklayer's peculiar motion, so it was possible for there to be inflammation round the tendons of the shoulder.
He thought the word " tendonitis " should be "tendinitis." He was not sure that a tendon which contained only a few blood-vessels was a tissue in which a true inflammatory reaction would occur. He agreed that curious little calcareous deposits occurred. There was no proof that they were in the tendon; his view was that they were in the sheath, hence the word to employ was teno-synovitis. There were internal and external rotators, etc., all of which might be subjected to sudden strain and injury, and deposits might occur.
He was sorry to see the acromio-clavicular joint relegated to such a subordinate position, as he was not assured in his own mind about what happened to it, and to the triangular meniscus which hung inside it. These points might well be discussed on a future occasion.
He remembered a Canadian lumberman, with magnificent muscles, who, four years ago, when at work with the logs, wrenched his shoulder badly. The pain was definitely situated at the origin of the deltoid, opposite the tip of the acromion process. The skiagram showed spiculation along the origin of the deltoid, where he thought there was a tear. If such could occur, could not there equally well be similar injuries about the numerous other shoulder-joint muscles?
One kind of case not included in the paper was the painful shoulder manifest a few weeks after an injury. When working with Sir Robert Jones he had seen a number of cases in which there had been a fall on the elbow or wrist, and perhaps a Colles' fracture had resulted. Recovery seemed to take place within a fortnight, but three or four weeks after the injury the patient had begun to have pain, stiffness, and inability to use the shoulder-joint. He did not think that kind of case had found its way into the books. The explanation given by Sir Robert Jones and himself was, that it was, so to speak, like the case of the corneal ulcer; at the original fall, on the outstretched hand, the joint cartilage was contused, and not until a new vascularization had crept into the injured cartilage did the joint become painful or tender. In the case of the injury of the cornea which caused the ulcer not much attention was paid to it at first, but when more vessels were obvious there was pain and a blurring of vision. There was a type of contusion of articular cartilage which caused a late or diffused pain and disability, and the right treatment for this was absolute rest until the disability disappeared.
Dr. James F. Brailsford said: For the purpose of this discussion radiographs were examined of 347 patients who have come for X-ray examination during the past three years on account of pain in the region of the shoulder-joint. Patients attending casualty with recent injuries are not included, also many patients in whom the symptoms appeared to be due to toxic absorption. Many of these were sent for radiography of the teeth, sinuses, etc., and definite septic foci were found in a large number. The chart shows that about 50 per cent. of the painful shoulders showed no abnormality on the radiographs. The commonest lesions shown were arthritic changes in the acromio-clavicular joint. The "cavities" in the humerus head are normal varieties of the cancellous structure often found in joints in which there is no suggestion of arthritis and not to be considered as indicative of osteo-arthritis. Only one patient showed marked osteo-arthritis of the shoulder-joint as evidenced by sclerosis of the subarticular bone and erosion and eburnation of the articular surfaces. In every case in which loose bodies were seen, there was definite evidence of severe trauma: in 5 cases the shoulder-joint had been dislocated. Rice bodies are usually not shown on the radiograph. The fractures and dislocations enumerated were unsuspected until radiographs were made as the shoulder pain and stiffness persisted. No evidence of inflamed bursme is obtained from the radiograph until calcium has been deposited. In two cases, one of calcified *cysticerci, and the other of trichinosis, the patients complained of rheumatic pains. Mr. W. Rowley Bristow said he understood Dr. Mercer to say that of 844 cases of trifling injury to the shoulder-joint, apart from fracture, 45 per cent. resulted in permanent partial incapacity, and 11 per cent. in permanent total incapacity. This fact, if substantiated, should be broadcast, and an investigation made into this high percentage of incapacity following trifling injuries.
Most Members of the Section would agree with Mr. Todd that shoulder injuries Tequired treatment in abduction.
Dr. Kingston Barton said he.spoke as a general practitioner who had had to -deal with injuries in the days before X-rays. The practitioner was frequently unable to make a correct diagnosis. He (the speaker) remembered many cases of the kind to which Mr. Aitken had referred, in which trouble in the sboulder did not begin until -two or three weeks after an injury.
In the old days the surgeon used to keep the limb quiet for too long. The general practitioner saw many cases which never went near a surgeon, and many of them had been merely cases of acute inflammations of the numerous fibrous branches in the deltoid muscle, or acute rheumatic inflammations in the long tendon of the biceps. These had been quickly cured by the homely mustard plaster, and by Sir William Gowers' treatment for lumbago, which consisted of large doses of salicylate of soda, with double doses of bicarbonate of soda, Proceedings of the BRoyal Society of Medicine 30 Another class of case was that in which there were injuries or neuritis of the brachial plexus, particularly a single neuritis of the circumflex nerve. Within from three to six weeks muscle wasting would be evident. They recovered under massage treatment.
With regard to osteo-arthritis, he agreed that the orthopaedic surgeon would be well rid of these cases except when only one joint was involved, when the surgeon could no doubt prove a special cause. If more than one joint was affected, the case came rather into the province of the balneologist.
The Section should insist on the importance of early diagnosis, and disseminate the appropriate treatment.
Mr. Naughton Dunn (President) showed two skiagrams of patients who complained of pain in the shoulder. He said he did not know whether Members had clear ideas on the subject of stiff and painful shoulder; he certainly had not. Painful shoulder was the greatest bugbear of the orthopaedic surgeon. Some cases might seem trivial to the surgeon, but to the patient the condition was very important. Was it inflammatory or was it due to adhesions, perhaps following a previous inflammation? Whatever the diagnosis' the need was to recognize the state of affairs and so to treat it as to relieve disability. One of the points to be satisfied about was whether the patient could lie with comfort on the shoulder. If he could, the condition probably was not inflammatory. Were all the joint movements free ? If not, there might be adhesions or there might be inflammation. Was movement gradually improving? If so, recovery would be helped by forcing movement.
Mr. Perkins mentioned tenderness in the line of the joint. The shoulder was a difficult joint to palpate. Tenderness in front seemed to be so commonly associated with inflammation of the joint that he thought the commonest cause of painful shoulder was subacute arthritis, which was frequently toxic in origin.
Very few patients were relieved by the breaking down of adhesions; he found that procedure effective only when the patient could lie on the shoulder comfortably and when certain movements only were limited.
With regard to subdeltoid bursitis and calcareous deposits, he had operated on one or two patients who had had acute severe pain, and the results had been very. good. The cases on which he had operated were those in which X-rays had shown a deposit in the area. He did not agree that if fluid was present it would lessen the pain.
Mr. Perkins (in reply) said the condition which he described in one part of the paper as a "tendonitis" had to do with the tendon, not with the tendon sheath.
One could not have a tenosynovitis where there was no sheath, and he suggested that there was no sheath over the attachment of the supraspinatus muscle. He accepted Mr. Aitken's correction of the word " tendonitis " to " tendinitis."
He agreed with Mr. Aitken that in many cases the lesion was in or around the acromio-clavicular joint. An interesting point was that X-rays had shown the possibility of marked changes in the acromio-clavicular joint, with apparently no symptoms.
He thought it would have been possible to limit the discussion to painful shoulders, following Colles' fracture, because there seemed to be a variety of painful shoulders which could result from a Colles'.
He did not agree with Mr. Whitchurch Howell about the general anesthetic. In many cases one could not get full range of movement by one manipulation, and if partial movement was successful at one trial under nitrous oxide, it was not difficult to persuade the patient to have another seance; whereas he might refuse another dose of ether or chloroform.
